














Changing professional autonomy through quality development?









































Abstract:  First this paper reviews the literature about professional autonomy in modern society and recognises the question of professional autonomy as one of the most important elements in professionalism today but also that the traditional professional autonomy is threatened both by new policies and management initiatives and by demands form patients for more control and accountability. Based on the literature a conceptual scheme is proposed with three ideal-type kinds of autonomy: Traditional autonomy, framed autonomy and competitive autonomy. These concepts are then used in the analysis of health quality development strategies in Denmark and Norway focusing on identification and explanation of changes in the professional autonomy of the medical profession in the two countries due to rising political and public demands for transparency. 
Both professions have experienced changes in their traditional professional autonomy in the area of quality development. In Denmark in the direction of framed autonomy and in Norway a more radical change in the direction of competitive autonomy is observed. Differences in the institutional demands and the kinds of strategy developed can explain most of the differences, but the strategies of the medical professions and their access to different policy arenas have also been important. 
It is concluded that changing professional autonomy in relation to quality development can be conceptualised as changes in the direction of framed or competitive autonomy at least at the level of society. Also a better understanding of the complex processes of changing professionalism should incorporate trans-national processes of standard construction and dissemination in professional services and incorporate the implication of internal differences in professional autonomy between professional elites and the rank and file professional. 

1: The Theme of Professional autonomy in the Sociology of the Professions.
The sociology of the professions has evolved from early efforts of (mostly Anglo-American) sociologists to characterise professions as a distinct type of occupation. They identified special “traits” that separated professions from other occupations (Carr Saunders 1928; Millerson 1964; Parsons 1939, 1954). Among them was the notion of professional monopoly at the level of society and the idea that every individual professional had autonomy to apply a special kind of knowledge in professional work (Goode 1957; Etzioni 1969). Professional autonomy within the “trait” tradition had two different meanings. First the autonomy of the profession in society meaning official and often legally approved monopoly in relation to certain types of work and regulation of the boundaries of professional work. Second the technical autonomy of professionals in work situations. These two kinds of autonomy are interrelated and mutually supportive. Individual autonomy is not likely without a recognized professional monopoly over a body of knowledge that is actively advanced by the profession in relation to other professions and the employing organizations. On the other hand, according to this tradition, the professions successful claim of monopoly is supported by the ability of individual professionals to act and perform in accordance with the best available expert knowledge when classifying problems, reason about them and take action. The notion of abstract, scientific knowledge was used to separate professions from other occupations and promote rationality in problem solving (Morell 2007). Murphy (1988: 246) has emphasised formal, rational, abstract and utilitarian knowledge, means of control of nature and humans and very importantly how professions acquire new knowledge about such means as distinctive. But difficulties in defining the special characteristics of the professions and differences between professions and other occupations troubled functional sociologist for a long period (Greenwood 1957; Wilensky 1964; Merton 1957), and the trait approach did not help understanding the power of the professions compared to other occupations neither did it help sociologist to understand the situation of the professions in contemporary societies or the discourse of professionalism in many occupations (Evetts 2006). This was also due to its conception of the relations between professionals and clients where the trait approach simply assumed that clients accepted professional authority and that professionals put the interests of clients first. 
Although functionalism dominated until the 1970s, an alternative symbolic interactionist view was held by sociologist of the Chicago School such as Hughes, Becker and Freidson. Their focus was on professional work, the actions and interactions of individuals and groups and the ways they constructed professional identities and work practices, often in contrast with the ideal “traits” of professionalism (Hughes 1958, 1963; Becker et al.1961, Freidson 1970). The autonomy of the individual professional was seen as constructed in the daily practices and the ideologies of the professionals were socially and locally constructed not given in beforehand. Freidson, Hughes and others suggested a theory of professional dominance and professionalization instead. 
This so-called “power” approach (Macdonald 1995) became applied as label for nearly all post-functionalists even if it included rather different viewpoints. Two themes in this approach have relevance for the question of autonomy. First how different professions attained their autonomy, especially the ways professional autonomy was extended to prevent interference and management from outside and to obtain dominance over other occupations. A main theme in Freidsons work has been how the medical profession in US has developed its position in relation to the state and the patients but also how the autonomy of individual professionals was controlled by the profession through informal control mechanisms (Freidson 1970, 1986, 1994). Sociologist within the “power” approach raised the fundamental question of whether the autonomy and the role of the professions was something fundamentally different from that of other occupations and generally the answer was denying. Johnson (1972: 45) defined professions as a ‘way of organizing an occupation’ and thereby he and others focused on the ways professional power and status was achieved historically and organized in the specific contexts of different countries. Two critical lines dominated the literature. On the one hand the professions were criticized for trying to obtain “social closure” and unjustified elitism (McKinlay 1973; Collins 1979; Murphy 1988). On the other hand the decline of the professions such as law and medicine was predicted following the rising intervention in professional work by both private corporations, the state and consumer movements (Braverman 1974). Both themes are dominant in contemporary sociology of the profession as demonstrated later in this paper.
Especially Larsons (1977) work introduced a new strand in the sociological analysis of professions where the analytical focus shifted to professionalism, professionalization and especially “professional projects” (Abbott 1988; Macdonald 1995; Freidson 2001). The professional project was defined by Larson as the coherent and consistent efforts by a profession to secure the professions special knowledge, high status and social respectability and the support of the individual professional.  Central is the ability to monopolize jurisdictions of work, the core body of knowledge and the control of access to training, accreditation and labour market and also the ability to forge a ‘coherent ideology’ to justify their privileges and social trusteeship (Brint 1994).Through historical and comparative studies in European countries the dominating Anglo-American conception of market based professions was challenged and it was highlighted that professions in European contexts (with the exception of the UK) are much more dependent on the interventions of the state (Brante 1988; Burrage and Torstendahl 1990; Witz 1992; Bureau et al. 2004, Kuhlmann,2006). Bringing the state into the analysis of professionalization and professional projects still illustrated the nature of the professions as collective agents but pointed to the significance of specific national and institutional contexts in order to understand the power of the professions and their reaction to public regulation (Dent 2003; Degeling et al. 2006). So at least in a continental European context we can expect governance structures and the interaction between professions and the state to be important in the determination of  the specific institutional and organizational framework within which the professions and professionals seek to maintain their autonomy (Kragh Jespersen et. al.2002; Kirkpatrick and Ackroyd 2003). Successful professional projects could in this way imply a form of “double social closure” whereby professions combined closure in the labour market with control over working routines inside organizations (Ackroyd 1996). Professionals are more than ever before employed by large organizations where bureaucratic regulatory mechanisms and authority can conflict with codes of ethics, expert knowledge and collegial influence inherent in professional projects (Hall 1968; Mintzberg 1979; Scott 1982). 

Today the central question about professional/organizational relationships has been reframed and new ways of collaborating between managers and professionals are emerging (Montgomery 1997). Oliver (1997) emphasizes the importance of trust and ability to conduct efficient intra- and inter organizational transactions and reduce the need for formal monitoring systems and costly contracts so that professionals can contribute to organizational reforms as well as the efficiency of these reforms. Broadbent et al. (1997) asks if new kinds of professionalism are possible and suggest three important changes in the relations between organization and professionals as the basis for new forms 1) professional autonomy must be accommodated to organizational needs for strategic control 2) the organizations have to accept professional identities rather than pursue one common organizational identity and 3) organizations have to respect professional practices and at the same time ensure change (Broadbent et al. 1997: 10). So even if professional work is restructured and changed in the modern public service organization there might still be a fundamental rationale for professionalism. In his last book: ‘Professionalism: The Third Logic’ (Freidson 2001) Freidson describes the assault on professionalism reflecting the economic interests of both private capital and the state but also the decreasing credibility of the professional ideology which have changed the position of professions in modern society (Freidson 2001: 197). The assault has weakened traditional professional claims of autonomy and independence but not, according to Freidson, the institution of professionalism. Nevertheless the likely outcome of the assault is jurisdictional changes and more control by the employer maybe through a two-tier professional system with a small elite and a large population of practitioners. This could again minimise professional discretion, emphasize short term practical needs and cause professionals to loose their ideal-type professional spirit. In order to avoid this a third professional logic besides market and hierarchy must therefore, according to Freidson, be based on certain degrees of monopoly, credentialism, and social closure. ‘The freedom to judge and choose the ends of work is what animates the institutions of the third logic. It expresses the very soul of professionalism’ (Freidson 2001:217). Freidsons idea of a third logic of professionalism alongside the market and the hierarchy emphasises the potential positive side of professionalism and represents an alternative to the common interpretation in the New Public Management literature that professionals are part of the problem with modern service organizations. If a third logic shall work in practice both politicians, patients and managers will have to trust the professionals to a much larger degree than during the last 25 years where New Public Management strategies have dominated. 

Summing up, the question of autonomy has been a central topic in the sociology of the professions. Today, after a long period with critique of professions and professional projects for being nothing more than “ways of controlling an occupation” (Johnson 1972), there is now more focus on professionalism and the positive and negative contributions for clients, organizations, organizational fields and society. Professions are seen as key actors in health care and as mediators between states taking ever more active roles in the reforming and regulation of health care and citizens who are more demanding than ever before (Kuhlmann 2006).This have implied in the literature a return to professionalism as a normative value, a distinct form of occupational control founded in communities of practice that might restrain both excessive competition and tight hierarchical control and give rise to new forms of organizations and cooperation. According to this understanding public and professional interests are not necessarily in opposition and professionalism is now seen as a possible and maybe also desirable way to develop and provide complex services to the public (Exworthy and Halford 1999; Evetts 2006). 

If professionals are becoming more accountable and professional work more transparent in relation both to the state and citizens, this does not mean a simple alliance between the three. New tensions can be expected and new dynamics appear depending on the specific contexts in different countries and the way professionalism is conceived in modern societies. Such a focus on new kinds of professionalism might give new directions and interests for sociologists refocusing on some of the classic questions but especially on the ways professionalism is discussed and used by states, the public, employers and managers and by the professions themselves (Timmermans 2008). New forms of governance and management does not only challenge and change the medical profession, it also changes the state itself and the ways the public interact with professionals (Hewitt and Thomas 2007; Kuhlmann and Saks 2008; Scott 2008). In the following section we shall analyze the challenges from the new public management strategies, which are among the most prominent in relation to the medical profession.

2 The autonomy of medical professionals influenced by New Public Management and stronger patients 
Reforming management and organization of healthcare systems and especially hospitals has been common since the early 1980s across most western countries including the Scandinavian (Brock et al. 1999; Cohen et al. 2002; Dent 2003; Byrkjeflot 2005; Byrkjeflot and Neby 2008; Walshe and Smith (ed.) 2006). More generally efforts to introduce markets in health service provision, increased management control over activities, budgets, outputs, work organization and processes together with effort to increase the influence of patients as users or customers have been central elements in the New Public Management (NPM) strategies during the 1980s and the 1990s. Relatively little has been said about the role of medical professionals in the NPM literature but professionals are generally seen as problematic because their relative autonomy provides problems of control for organizational and managerial reforms. Generally it is believed that the natural response of medical professionals will be to resist change and professionals are often seen as part of the problem not as part of the solution (Broadbent et al. 1997; Exworthy and Halford 1999). 
Recently attention has focused on different welfare regime characteristics and political traditions that might lead to distinctive national or regional variants in the relation between state and health care professions (Byrkjeflot and Neby 2008; Dent, 2006) and it seems to be a growing recognition that health professionals react in a various ways depending on a number of factors. First the NPM strategy and the institutional structure seems to play a role for the reactions of the professionals (Degeling et al. 2006; Kragh Jespersen 2006; Kirkpatrick et al. 2009). Second the kind of reform plays a role. Reforms such as quality development requiring participation of the rank and file professional and collaboration across professions are likely to be retarded or decoupled (Ferlie et al.2005; Fitzgerald and Dopson 2005) and top-down initiated reforms requiring changes in professional beliefs and culture and the use of extraprofessional output measures are difficult to implement even if they are sustained for long periods (Kirkpartick et al. 2004; Ackroyd et al. 2007). Third the governance models and the interplay between professional groups and local management seems to be important for strategic change in complex and pluralistic organizations (Denis et al. 2001; Pomey et al. 2007).  
It seems that the understanding of the professionals as almost automatically resisting change and defending old positions has been modified and partly replaced by a more nuanced one where participation in defining, interpreting and implementing reforms and dialogue with other professions are emphasised. There is also focus on the implications of endogenous change with greater division of labor such as subspecialties and the development of professional elites participating in the regulation of rank and file professionals and accordingly more ambiguous reactions of professions in relation to NPM strategies such as systematic quality development should be expected (Blomgren and Sahlin-Andersson, 2007).

Turning to the issue of systematic quality development in health care this has certainly been part of the NPM template in most countries (Kirkpatrick and Lucio 1995; Exworthy 1998; Christensen and Lægreid 2001; Øvretveit 2003, Blomgren 2007, Ackroyd, Kirkpatrick and Walker 2007). Based on the literature about the management of health care quality some general points can be made about quality improvement in health care in general and hospitals in particular (Satia and Dohlie 1999; Colton 2000; Øvretveit 2001 and 2003; Som 2005; Lindberg and Rosenquist 2005;  Neale, Vincent and Darzi 2007):
	Health care organizations are increasingly expected by governments and patients to invent and implement quality control and improvement strategies.
	No single approach seems to dominate. There are many different strategies and ways to encourage hospitals and the medical profession to participate. There are many examples of lack of engagement from doctors.
	There is little research about the effectiveness of different quality schemes but clinical guidelines combined with efforts from local management seem to improve quality. There is some research into local team projects which shows that “continuous quality improvement” approaches can be effective.
	The role of the health professions seems to be important both in defining, interpreting and implementing quality development schemes, but they are not alone. General managers and other professions are also important in the construction and implementation. 





3 A conceptual frame for studying changes in professional autonomy 


















Table 1: Three different kinds of professional autonomy
Dimensions	Traditional autonomy	Framed autonomy	Competitive autonomy
Degree of monopolyControl of boundariesControl of manage-mentControl over problem-definitionKind of profession-nal identityKind of accounta-bility 	Recognized monopoly over certain kinds of work and Control with areas of abstract scientific knowledge Professions important in regulation and development of healthcare Professionals active in management of healthcare organizationsProfessionals define and solve problems in relation to clientsProfessional identities  defined in mono-professional communities of practice In welfare states, accountability is related to health care’s position as a public service. (social service professionalism)     	Monopoly disputed by demands for efficiency, i.e. market accountabilityBoundaries disputed, demands for coherence and flexibilityGeneral management and political decisions importantManagement define problems. Active, top down reforms prevail. Professional norms and identities are subsided organizational norms Professionals are framed by utility norms and accountable to market logics professionalism)	No monopoly but open competition between professionsBoundaries disputed and changingJoint decision making several professions involvedRecognition of both managerial and professional knowledge. Professional identities are diverse and democratically orientedNew relations with patients and accountability to the public 

The scheme is based on the sociology of professions especially literature about relations between the state, the professions and the public. It reflects the way professional autonomy is conceptualized and discussed in the sociology of professions and the NPM literature. The actual or perceived autonomy of professions and professionals will probably be different form the three ideal-type categories in concrete empirical cases and mixed kinds of autonomy should be expected. 
Hopefully this conceptual framework will be fruitful in the following empirical analysis of changes in the autonomy of the medical profession in Denmark and Norway and make it possible to develop and refine our understanding of the intricate and complex interplay between the state, the medical profession and other professions interacting in hospitals around the issue of health quality. The empirical analysis is mostly based on official documents, websites, articles in the periodicals of the professional associations and the assumption behind this kind of analysis is that professional discourses, official documents and reports and programmes about quality reflect the interests, ideas and concepts of different actors including the health professions. Such material implies some limitations especially regarding the organizational level and the autonomy of the individual professional inside hospitals but the analysis should at least be able to identify changes in the autonomy at the macro level and illustrate what forces are at stake at the organizational level.

4: The Danish case
In Denmark the founding principles for health service such as equal and free access were established in the 18th century. For a long period until 1970 the health care system was governed by the National Board of Health (dominated by doctors) in close dialogue with the medical profession. Before 1970 the Danish system seems to represent an almost clear-cut case of traditional professional autonomy with double social closure (Kragh Jespersen 2002).  At the national level policy-making was mostly left to the National Health Care Board and the scientific medical societies and the Danish health care sector became institutionalised within a public context characterized by an intimate interplay between the medical profession and the state. During the 1970s the system was reformed and decentralised. However the reform did not change the dominating medical logic at the field level and the medical profession maintained its power in relation to important questions and in this period the Danish system represented a decentralized model of “administered medicine” (Freddi and Björkman1989) with a large degree of clinical freedom for professionals within public administrative and financial frameworks. Since the early 1980s, the hospital field has been subject to NPM inspired reforms such as introduction of new management models, quality development and control, use of activity based budgets, internal contracting, outsourcing, free choice of hospital and improved patient rights (Kragh Jespersen 2002). In the years after 2000 a recentralization has taken place (Vrangbæk and Christiansen 2005) and the new comprehensive local government reform have resulted in five regions with no taxation rights and limited political power to the new Regional Boards. 

Quality development in Danish Hospitals
Before the 1980s quality issues was in reality left to the healthcare professionals and they developed quality indicators within each profession according to the internal professional hierarchy. In the medical profession the specialised medical societies were crucial for the introduction and implementation of new treatment and registration of results but still each individual medical specialist had extensive autonomy and clinical freedom was preserved. The first systematic, organisational embedded and managed policy about quality development can be observed in the late 1980s and early 90s. It was inspired by WHO European office who in 1982 recommended all countries to introduce systematic quality development schemes before 1990 (WHO 1981). The WHO concept of quality was adopted by the Danish Health Board in the early 1990s and at the same time a National Danish society for quality development in Health Care dominated by doctors was founded. The society participated in the formation of the first national strategy for quality development published in 1993 by the Danish Health Board. The first strategy did not recommend specific quality schemes but did encourage the counties and municipalities to use the following principles (Sundhedsstyrelsen 1993, my translation):
1.	Implementation of quality as a continuous and systematic activity in the daily routines for all kind of personnel- everybody has responsibility and tasks
2.	Working with quality should be done in relation to well-defined goals
3.	Goals and the actual level of quality should be measured and routines changed if the goals are not achieved
4.	Continuous reappraisal of goals according to new knowledge
The four principles were inspired by the TQM idea about quality circles and during the 1990s the Health Board published a number of quality recommendations and guides to counties and hospitals. The actual development was however diverse and locally determined and some counties adopted the TQM concept while other focused on clinical indicators. In 1997 a hospital commission recommended that the issue of quality should be given priority and that the many different initiatives should be coordinated and in 1999 a National Health Board committee encouraged the local health authorities to give priority to quality issue and to use clinical pathways and a patient-focused approach. Quality development has to: “Build on a foundation of common values such as professionalism, quality, effectiveness and care” (Sundhedsstyrelsen 1999 p.12). The idea was that patients should experience: transition between functions, departments and sectors as one coherent pathway where an overall responsibility has been provided for” (1999 p. 13). The committee was dominated by generalists and health care professionals who had adopted the idea of total quality and patient critical pathways as founding principles. Parallel to this there were other initiatives more focused on clinical indicators and the establishment of clinical databases. The County of Aarhus developed a clinical indicator project with focus on standards and indicators suitable for the measurement of treatment and care results and this project was later developed into a National Indicator Project supported by the Association of County Councils, the health care professional associations and the Ministry of Health and later again incorporated into the Danish Quality Model (The Danish Health Care Quality Assessment Programme). The Scientific Societies and The Danish Medical Association in cooperation with Aarhus county established the scientific basis for the project and the idea was to develop quality indicators in order to: “Improve the quality of prevention, diagnostics, treatment and rehabilitation, provide documentation for making priorities and inform about the quality in health care to patients and consumers” (NIP projektet 2008). Alongside the indicator project a number of the Danish medical societies affiliated to the Danish Medical Association established their own databases covering different medical specialities but during the 1990s the operation of the clinical databases was gradually transferred to the counties and the Health Board and later incorporated in the Danish Quality Model. Also most of the counties initiated surveys examining patient satisfaction with treatment and care and in the late 1990s the Copenhagen Hospital Corporation and one more county decided to implement accreditation schemes using the Joint Commission International Accreditation (JCIA) scheme and the British Health Quality Services (HQS) respectively. In both cases the schemes was adjusted to fit the Danish health care system. 
In the late 1990s the Danish system for quality improvement in hospitals thus appeared as fragmented and characterised by lack of coordination, different concepts and priorities and diversity with respect to priorities in the 15 counties and corporations. The Danish medical association preferred the national indicator project and the use of clinical data bases and was somewhat sceptical in relation to the use of patient surveys and total quality management inspired concepts. The Association describes the role of doctors and others in quality development like this: “Quality development in relation to medical service is the responsibility of the profession, because only the profession has the special knowledge needed for the evaluation and safeguarding of quality. This binding professional autonomy is under pressure from outside-patients and health care authorities- who demand insight in the quality of medical services”. (Lægeforeningen (Danish Medical Association) 2005 p.1, (my translation))
In 1999 a National Council for Quality development was created in order to coordinate the diverse initiatives and to propose a new national strategy for Quality development. The Council was a corporative unit with broad representation from the health care field including the medical association and the association of nurses. They proposed a new national strategy for quality development in the health care sector in 2002. They still took as starting point the WHO quality goals of 1) high professional standard 2) effective use of resources 3) minimal risk for patients and 4) coherent patient pathways and stated that results from all existing initiatives should be used and incorporated in the quality strategy. But they also pointed to the need for systematic benchmarking and other kinds of systematic comparison between hospitals and departments in order to facilitate the patient free choice of hospitals (Det Nationale Råd 2002). In this way the new national strategy departed from the former decentralised policy making and proposed that a national model for quality development should be designed in order to monitor and evaluate the general development in health care quality (Det Nationale Råds 2002 p. 23). The Danish model for quality was proposed in 2004 (Danish Health Care Quality Assessment Programme 2004). It was founded in an agreement between the Government and the Association of County Councils in 2001 (Finansministeriet 2001). The agreement stated that the new model should imply common quality standards for all hospitals and that the counties were obliged to follow the new standards. The decentralised model was abandoned and a new and rather ambitious national model was developed. It is based on the use of standards for clinical and organizational quality, internal and external evaluation (accreditation) and publication of results. The goal of the nation-wide Danish Health Care Quality Assessment Programme is to promote effective patient pathways to ensure that the patients experience improved quality. The fulfilment of this objective is achieved by promoting continuous clinical, professional and organisational quality improvement of patient pathways and by making quality more visible. It is not clear in the programme itself what is most important. During the years from 2004 to 2007 the programme was developed and a new independent Danish Institute for Quality and Accreditation in Healthcare was established in 2005 (http://www.ikas.dk). The new institute has developed the first operative version of the model in 2008. It encompasses 37 themes and 103 accreditation standards each with a number of indicators covering clinical pathways, organizational factors and different types of illness. The Danish model is defined by the institute as an accreditation system which aims at continuous quality development of clinical pathways through learning and benchmarking (IKAS 2008). The Danish Medical Association considered in a hearing in 2007 that the model was appropriate but also that: “ it would be extremely costly in terms of time, education, manpower and money …… and the use of resources will have to balanced against the time used for treatment of patients” (Lægeforeningen 2007 p.1). The first version of the Danish model has been approved by the board in the IKAS institute in may 2008 and will be introduced in the hospitals in autumn 2009. Later the plan is to extend the model to all other areas in the Danish healthcare sector.

Summing up about the Danish model it seems fair to conclude that the individual autonomy of doctors will be changed if and when the model is implemented. Clearly it represents a movement away from traditional autonomy to framed autonomy where standard setting has been initiated from the top of the Danish health administration supported by hospital management and quality managers in the counties and regions with help from the medical elite. The choice of accreditation as the main model also represents a move to a model where external Accreditation Schemes are imposed on the Danish hospital system. The use of organizational standards and standard for patient satisfaction is part of this development but taken together there is no doubt that professional clinical standards are the most central element in the Danish model. The construction of clinical standards has to a great extend involved the Danish medical societies and the National Health Board and in this way the medical elites has been involved in the construction of standards. The local freedom to act and initiate quality initiatives is not formally hindered, but as the Danish Medical Association has noted, the implementation of the model will be very costly and no extra money has been allocated to hospitals in order to facilitate the implementation. It seems likely that local projects will be limited and that accreditation will be at the centre of the Danish model. Due to the intense medical influence on the construction of standards it does not really encourage the introduction of alternative professional standards for quality and the involvement of patients is limited. However this picture may change if standards for organizational quality and patient experiences in the future are considered as important as the medical standards. Today they are described mostly as standards for organizational processes e.g. a standard for “planning and daily operations” just says that: “The institution has to be operated according to defined goals and requirements” or standard for patient participation saying “ The informed consent of patients should be collected before treatment, unless otherwise follows from laws and regulations” (Standard 1.1.3.and 2.1.1 IKAS 2008b) but such standards might be developed into more specific ones specifying administrative levels and precise indicators. If so happens they might compete with clinical standards at least when it comes to budget priorities. Thus in the future the autonomy of the medical professionals might be influenced by competition from other professions (general managers) and competitive autonomy can replace the framed type more or less.

4 The Norwegian case
Before 1970 the Norwegian health care system has been characterized as an extension of the medical clinic into the state (Berg 1987). The medical profession controlled the health system and penetrated the administration and policy system. Until 1970 doctors were in the offensive through their positions in the state apparatus but also as the most important managers in hospitals and in local health boards. After this period the Norwegian health system was to a very high degree a public service organisation based on principles of free access and financing through the state. But the system was depoliticised and in fact the state and the medical profession were grown together to such a degree that Erichsen labelled it a “profession-state” (Erichsen 1996 pp.19-23). During the 1980s and 90s the Norwegian hospital system was reformed in relation to financing (introduction of activity-based financing) patients free choice of hospitals and a unitary management system was proposed. Until June 2001 hospitals were owned and run by the 19 Norwegian counties. After a hospital reform these hospitals are now operated as health enterprises wholly owned by central government. The hospital corporations have become separate legal subjects and are not an integral part of the central government administration. Partly because of the high degree of decentralisation but also because of the intimate relation between the state and the medical profession standards and quality requirements for the health service provided in the Norwegian health care system is to a large extent determined by central authorities and legislation. 

Quality development in Norwegian healthcare
The issue of quality improvement was introduced in Norway in the beginning of the 1990s and like in Denmark it was inspired by WHOs European Office. The first national strategy was published in 1995 and from 1994 internal control systems were required by law (Sosial- og Helsedepartementet 1995). The strategy was based on the following principles 1) safety for patients 2) efficient use of resources 3) comprehensive and coherent pathways 4) management should be engaged in quality development 5) The culture should encourage quality development and 6) all employees should participate in quality development. The official goal of the first national strategy was that all organisations within the Norwegian health system should implement effective and comprehensive systems for quality and control before 2000. According to the evaluation of the first national strategy made by the Norwegian Board of Health Supervision in 2002 not every organisation had fulfilled the ambitions, but many organisations had increased their competences and qualifications and a lot of projects had been initiated (Helsetilsynet 2002). Among them the so-called “breaking through” projects based on clinical standards and controlled output measurement. Not every organisation had implemented system for internal control and in 2002 it became compulsory to establish internal control systems for quality in all organisations. Partly as part of the first strategy a range of quality initiatives has been taken. User evaluation surveys, national clinical quality standards have been introduced and patients can use public web sides and telephone service in order to facilitate the free choice of hospitals. It has been the intention to further increase the use of clinical standards in order to produce league tables of hospitals (Byrkjeflot 2005)

The viewpoints of the Norwegian Medical Association can be illustrated by a policy paper from 2005. The main point for the association is: “that professional competency must be the basis for better quality in hospital health care. This implies also that the health care service should be safer for the patient because mistakes and accidents will result in learning……Our common goals about the best possible health services for patients will not be reached if we do not find effective and coordinated solutions on the basis of professional judgement”. (Legeforeningen 2005). There are great similarities between policies of the two medical associations. The medical professional knowledge should be in focus and all other conceptions are secondary in relation to that, but there is however a small difference. The Norwegian Medical Association talks about professional judgement (not excluding other professionals) and uses the phrase “health care” whereas the Danish talks about “medical services” and “the profession” meaning the medical profession. This might reflect an institutional environment in Norway where it has become inappropriate to exclude other professions.

The second Norwegian strategy from 2005 is like the first a comprehensive quality development scheme and emphasises the following important goals for quality development: 1) it should be based on solid knowledge about effects 2) mistakes and accidents should be reduced to a minimum 3) users and patients should be involved and given influence 4) services should be coordinated and characterised by continuity 5) resources should be used in order to maximize both the users and society’s benefits 6) everybody should have equal access to resources and services (Sosial- og helsedirektoratet 2005 pp.21-25). In order to obtain these goals the strategy focuses on the following fields: 1) active incorporation of the patient 2) strengthening of the health professional 3) improvement of organisation and management 4) improvement of competencies in change and 5) systematic follow up and evaluation of results. As part of the strategy the Department for Health and Social Services asked 6 working groups of patricians to participate in the formulation of recommendations to the health care organisations. (Sosial og Helsedirektoratet 2007). Part of the strategy implies the use of clinical standards but no accreditation scheme is proposed and responsibility for quality development is placed at all management levels. The strategy represents in this way a combination of top-down and bottom-up change strategy and it is very different from the Danish strategy in its focus on interdisciplinary work, patient involvement and local managerial responsibility. 

Summing up about the Norwegian case the medical profession has to cope with a more fundamental challenge to professional autonomy from the public quality strategies than their Danish colleagues. The medical profession’s policies are fundamentally alike and both points to the importance of professional (medical) knowledge evidence and clinical standards. But in Norway especially the second quality strategy in 2005 emphasises the importance of other professions, other kinds of professionalism and the active involvement of the patient. This means that the medical profession is faced with competition from other kinds of professional knowledge and traditions and patients norms and wishes, but this does not mean that clinical standards and measurement of results are unimportant parts of the strategy. The Norwegian case seems to represent a mixture of traditional, framed and competitive autonomy and a movement away from traditional autonomy to a more mixed up situation marked by a blend of traditional, framed and competitive autonomy. The focus on interdisciplinary work and the active involvement of the patient means that non medical conceptions of quality are actively encouraged and doctors must compete with other professionals and patients when it comes to discussions about quality.


6: Discussion and conclusion
In this paper I have examined the ways medical professions interact with the state and clients at the societal level in relation to quality development and investigated the ways that the professional autonomy and the institutionalisation of professionalism is changing using the case of quality development in hospitals. 
I expected the discussion about quality development and strategies to be influenced by the medical profession. This seems to be confirmed by the empirical data because in both countries the medical profession has been active in discussions and policy formation in relation to the national strategies since the beginning of the 1990s. They have promoted their views in relation to members by formulating official policies and in relation to public authorities through hearing statements and participation in the construction of standards and indicators. However it is not always the medical associations as such who are active in the complex processes of policy formation and implementation. Medical scientific societies and the international scientific community are important in the construction of quality development schemes sometimes with their own trans-national agendas. This corresponds to the findings of Leavy and Waks in Sweden (Levay and Waks 2007). In Denmark scientific medical societies have been invited to participate actively in the construction of clinical standards and indicators and the first version of the Danish National Quality Model from 2008 is certainly influenced by the societies and the international scientific community. In Norway the growing use of clinical standards and documentation has also involved the medical specialists e.g. in the “breaking through” projects and in the obligatory internal control. Such participation might secure support for quality strategies from the medical professionals if it is consistent with their policies and quality norms. But another and more open question is whether it will gain support from the individual doctor who might experience less autonomy in the treatment of patients. The development of quality development schemes in Denmark and Norway seems to illustrate that professionalism is changing in a way where medical professional elites maintain and promote evidence-based professional autonomy but maybe at the cost of the individual professional. This can be seen as a response from the medical profession to external political and administrative pressures for more transparency and accountability seeking to frame the traditional professional autonomy.
Second I expected the medical professions to be reluctant and partly dismissive towards other non-medical conceptions of quality. This is only partly the case because they do accept the focus on patients, but at the same time they strive to transform the patient focus to fit their own concept about evidence-based treatment. Patients are not conceived as an active part in treatment and care but according to the medical associations, quality strategies should focus on the measurement of results for patients. In the Danish case this transformation seems to succeed because the patient oriented standards in the new national model are unspecific and only secure that processes about patient involvement and registration of patient satisfaction exist. But in the Norwegian strategy it is directly encouraged to promote the participation of patient in decisions about treatment and care and it is explicitly stated that this is part of management responsibilities. So in the Danish case the medical profession has to some degree succeeded in defining the focus on patients in accordance with a traditional medical autonomy but that is not the case in Norway. 

The use of administrative standards to ensure organizational defined quality might also be seen by the medical profession as an example of external standards imposed by generalists such as economists and general managers. Such standards are included in the Danish strategy as process standards that management have to pay regard to, but no specific levels are required. In the Norwegian case it is very much the local management at the hospital and clinic level who much decide upon organizational standards and include them in the local strategy, but the Norwegian strategy emphasise the significance of culture, participation of all personnel and interdisciplinary projects. The Ministry of Health and Care Services announces in addition that it will provide financial support to projects following these guidelines. This implies a focus on the change process and the active incorporation of all health care personnel more than formal accordance with external defined administrative standards. It is not possible using my kind of data to stipulate what the actual implementation of the two different strategies will be, but in the Danish case the organizational standards can be met without interfering with clinical standards while in Norway this will be difficult within the frames of the strategy. On the other hand there is nothing to guarantee that all local managers will pursue the goals of the Norwegian strategy. Again it seems that in the Danish case the competition from organizational and patient defined quality concepts and the inclusion of other professions is weaker than in Norway.

Part of the explanation behind these differences might be found in the different institutional structures and traditions in the two countries. Denmark has a tradition for negotiated corporative policies and a relatively weak Ministry of Health. The long period of decentralisation has encouraged different quality schemes and together with a consensus-oriented policy tradition the result has been the incorporation of existing medically dominated quality schemes in the new national model and the decision to use accreditation as the dominating strategy. 
In Norway a more centralized governance model has dominated even before the ownership reform in 2002 and the relatively strong position of the Department for Health and Social Services has been important in the Norwegian strategy. It might also be important that the Norwegian strategy encompasses part of the social sector with other professions and other traditions for the involvement of clients and that in Norway there seems to be a tradition for the utilisation of organisational and management research about quality development in the formation of new policies which is not the case in Denmark (Øvretveit 2001). These contextual factors might have influenced the ability of the medical professions to marginalise the inclusion of patients and the use of organizationally defined quality concepts.

The analysis of patients and organizational standards for quality in the two strategies and discourses shows that the traditional monopoly of the medical profession to define quality has been challenged in both countries, but also that the struggle takes place at different arenas and that part of the development is that the arenas themselves are changing. In Denmark the competition takes place at a national arena where the construction of accreditation standards in and around the Danish Institute for Quality and Accreditation in Healthcare, but this is a new situation following many years of decentralised policy-making. In Norway the struggle takes place both at the national level in and around the Norwegian Ministry of Health and Social Services but also and probably more important now at the local level in hospitals and clinics. So we might expect a much more diverse picture in Norway dependent upon the efforts of local management team than in Denmark. 

These results might be understood in terms of changing professional autonomy and the conceptual scheme developed in the first section seems to be adequate in order to understand and explain the development of quality development schemes in the two cases examined with some exceptions. It is possible to understand the development in terms of shifts from one kind of professional autonomy to another or to mixed forms of professional autonomy. In Demark the overall conclusion is that the autonomy of medical profession has been maintained as the dominant form, but that the double closure position has been lost and that the traditional autonomy has been changed in the direction of framed autonomy. In Norway the conclusion is that the traditional autonomy is more seriously challenged at both levels. At the national level the quality strategy does not give priority to medically defined standards and at the local level it is directly foreseen that other conceptions shall be incorporated. But it is an open question whether medical standards will become more important in the future and therefore the situation can be characterised as one of competitive autonomy. 
But the conceptual scheme has also some limitations. It seems best suited in the analysis of professionalism at the macro level and does not in an adequate way capture the internal differences between the autonomy of the profession and the autonomy of the individual professional. Second the analysis of the quality development strategies illustrates another important point about changes in professional autonomy because we might have to break with the understanding of professionalism as a phenomenon connected to the nation state. Even in recent understanding of professionalism (Kuhlmann 2006; Henriksson, Wrede and Bureau 2006; Gleeson and Knights 2006) it is common to understand the development of modern professionalism as intimately connected to the development of the nation state and this is reflected in the conceptual scheme. But in the case of quality development it is quite obvious that trans-national forces are at work. The professional associations does certainly, as Scott mentions, function as institutional agents defining, interpreting and applying health quality schemes (Scott 2008) but they are not restricted to the nation-state arena. In their book from 2000 Brunsson and Jacobsson emphasise the development of international organisations and international professional associations who labour to develop standards on an international basis (Brunsson and Jacobsson 2000). Such standards are often backed by reference to scientific evidence or documented “best practices” and by international institutions such as accreditation organisations working to institutionalise certain practices in the international community (Djelic and Sahlin-Andersson 2006). Quality development strategies in health care is certainly influenced by such developments as demonstrated here in the Danish case and the medical profession in Denmark has shown a great ability to selectively adopt quality reform elements, neutralise others and in this way maintain their professional powers.
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